Ductal carcinoma in situ (DCIS) is a preinvasive malignancy of the breast and is diagnosed in more than 50 000 women a year in the United States. It is treated with either mastectomy or lumpectomy, often combined with radiation therapy. 1 In cases of low-grade DCIS, studies suggest that if progression occurs, it does so within a time frame of 5 to 40 years 2 and possibly in only 20% of DCIS cases. 3 This raises the possibility that some cases of DCIS will follow an indolent course that will not attain clinical significance during the patient's lifetime. Accordingly, watchful waiting has been proposed as a reasonable option for DCIS, 4 akin to what is currently offered for patients with early stage prostate cancer; however, how to implement such a strategy is unclear.
Many women are unable to distinguish between preinvasive and invasive cancer and often overestimate the implications of a DCIS diagnosis. 5 These misperceptions may drive patients' willingness for invasive treatments. Health care providers' communication with their patients about DCIS plays an important role in patients understanding the risks of their diagnosis. Terms such as carcinoma, stage-0 cancer, and noninvasive cancer are commonly used to describe DCIS and may further contribute to the confusion engendered in many patients. 6 Given the inconsistent terminology used for DCIS, we hypothesized that when DCIS is described without the term cancer, women would be more likely to opt for noninvasive approaches such as medication or watchful waiting in place of surgery.
Methods | To explore this hypothesis, we surveyed 394 healthy women without a history of breast cancer. The women were presented with 3 scenarios that described a diagnosis of DCIS as noninvasive breast cancer, breast lesion, or abnormal cells. Each scenario and the accompanying table of treatment options and outcomes of treatment (chance of developing invasive breast cancer or death) were identical, with the only dif-ference being the term used for DCIS. After each scenario, participants chose among 3 treatment options (surgery, medication, or active surveillance). The order of scenarios was varied randomly across participants, with an equal distribution of each sequence. Each participant viewed the 3 scenarios, made 3 separate choices, and provided reasons for each choice. In the Supplement, eFigure 1 shows an example scenario of a DCIS diagnosis and the table of treatment options that participants viewed. Data were collected on demographics as well as covariates that may affect treatment decisions (eTable 1 in the Supplement). [7] [8] [9] Results | There were significant differences in the distribution of treatment choices among the 3 scenarios (P < .001; Table) . Overall, nonsurgical options (medication and active surveillance) were more frequently selected over surgery. When DCIS was described using the term noninvasive cancer, 53% (208 of 394) of participants preferred nonsurgical options, whereas 66% (258 of 394) chose nonsurgical options when the term was breast lesion and 69% (270 of 394) chose nonsurgical options when the term was abnormal cells. Significantly more women changed their preference from a surgical to a nonsurgical option than from a nonsurgical to a surgical option depending on terminology used (P < .001; eTable 2 in the Supplement). Women with a history of (nonbreast) cancer and women with high socioeconomic status more frequently chose surgery in univariate analysis but not in a multivariate model (eTable 3 in the Supplement). High numeracy was the single independent predictor of surgical treatment choice for all 3 terms in the multivariate logistic regression model: cancer (odds ratio [OR], 2.11; 95% CI, 1.34-3.34 [P = .001]), lesion (OR, 1.96; 95% CI, 1.20-3.19 [P = .007]), abnormal cells (OR, 1.63; 95% CI, 1.01-2.67 [P = .048]) (eFigure 2 in the Supplement).
Discussion | We found that when DCIS is framed as a high-risk condition rather than as cancer, more than 65% of women opt for nonsurgical treatments. These results suggest that many women may prefer nonsurgical options if allowed to weigh each choice and its attendant risks. Our survey specifically reminded the participants that risks and benefits were the same among all 3 scenarios; however, excluding the word cancer in the diagnosis shifted many participants to choose a lessinvasive option.
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Supplemental content at jamainternalmedicine.com There were several limitations of the present study. First, the study cohort was highly educated, numerate, and well insured, with a higher than average income level, thus differing from a population-based cohort of patients with DCIS. Second, we administered hypothetical scenarios to individuals personally not diagnosed as having DCIS. While it is possible that patients with DCIS may react differently to the survey, the use of hypothetical scenarios allowed us to explore women's preferences toward systemic therapy and active surveillance, unbiased by previous knowledge regarding DCIS and standard modes of treatment options. Finally, the projected outcomes in the scenarios were generalized and static, whereas true outcomes vary depending on patient age, tumor grade, and other case-specific factors.
We conclude that the terminology used to describe DCIS has a significant and important impact on patients' perceptions of treatment alternatives. Health care providers who use "cancer" to describe DCIS must be particularly assiduous in ensuring that patients understand the important distinctions between DCIS and invasive cancer.
